Background: The inequality of health human resource is a worldwide problem, and solving it also is one of the major goals of China's recent health system reform. Yet there is a huge disparity among cities in mainland China. The aim of this study is to analyze the distribution inequality of the health human resource in 322 prefecture-level cities of mainland China in 2014, and to reveal the facets and causes of the inequalities. Methods: The data for this study were acquired from the provincial and municipal Health Statistics Yearbook (2014) and Statistical Yearbook (2014), the municipal National Economic Bulletin (2014), and the official websites of municipal governments, involving 322 prefecture-level cities. Meanwhile, Concentration Index was used to measure the magnitude of the unequal distribution of health human resource. A decomposition analysis was employed to quantify the contribution of each determinant to the total inequality. Results: The overall concentration index of doctors and nurses in mainland China in 2014 was 0.1038 (95% CI = 0.0208, 0.1865) and 0.0785 (95% CI =0.0018, 0.1561). Decomposition of the concentration index revealed that economic status was the primary contributor (58.5% and 57%) to the inequality of doctors and nurses, followed by the Southwest China (19.1% and 18.6%), urbanization level (− 13.1% and − 12.8%), and revenue (8.0% and 7.8%). Party secretaries with Master degree (7.0%, 6.8%), mayors who were 60 years old or above (6.3%, 6.1%) also were proved to be a major contributor to the inequality of health human resource. Conclusions: There was inequality of health human resource distribution which was pro-rich in mainland China in 2014. Economic status of the cities accounted for most of the existing inequality, followed by the Southwest China, urbanization level, revenue, party secretaries with Master degree, and mayors who were 60 years old or above in respective importance. Besides, the party secretaries and mayors also had certain influence on the allocation of health human resource. The tough issue of HHR inequality should be addressed by comprehensive measures from a multidisciplinary perspective.
Background
The situation of "Kan Bing Nan" (adequate medical treatment was difficult to access) is one of the serious reflections of unequal distribution of health human resource (HHR) in mainland China. Although the equality of HHR allocation is highly ranked in the policy agenda, many people still are plagued by HHR inequalities indeed.
An equal allocation of HHR, implying most people are able to equally access HHR when it is needed [1, 2] , has a profound impact on human health, as well as efficiency, healthy and sustainable development of health services [3] . Thus, it is rather necessary to study the inequality of HHR and the determinants, which in turn can also be referential for assessing the effects of the health system reform in mainland China.
The inequality of HHR can be determined by numerous factors, such as economic development which has an impact on the allocation of HHR within and among countries [4] [5] [6] [7] [8] , the geographic size of areas [9, 10] , and the level of urbanization in China, implying that areas with a better socioeconomic environment would attract more HHR [11, 12] . Moreover, as population density has been identified as a factor contributing to the inequality of HHR [13] , empirical results indicated that HHR in the southeast of China was redundant whereas insufficient in the west [14] [15] [16] . In addition, fiscal revenue and ratio of health expenditure to fiscal expenditure naturally should be included, since once they are fixed, the equal HHR distribution will be guaranteed [17, 18] .
In addition, notwithstanding one of the most prevalent concepts of government official promotion called "promotion tournament" encourages local officials to compete against each other based on a series of performance evaluation indicators [19] , the assessment of public resources indeed has a positive effect on the promotion of local officials according to China's scientific assessment system, of which the effect is more notable in big cities, in particular the cites with strong administrative force [20] . Given the decisive role of the party secretaries and mayors in municipal government in mainland China, it is reasonable to take the details of party secretaries and mayors into consideration for the study of public resource allocation [21] , including local health resources.
Differ from most prior studies based on provincelevel data, using the data of 322 prefecture-level cities in mainland China, this study introduces a decomposition analysis into the research of HHR inequalities. Furthermore, as observers have long suspected the impact of the substantive individuals behind the government's actions-officials, we offer a tentative explanation for the HHR inequality in terms of party secretaries and mayors from both macro and micro perspectives. By examining the inequality of HHR distribution in mainland China and decomposing the measured inequality into determinants, this study reveals the contribution of each determinant to the inequality, which may be referential for promoting reasonable HHR distribution in China.
Methods

Data
HHR involves "all people engaged in actions whose primary intent is to enhance health" [22] , such as licensed (assistant) doctors and registered nurses, pharmacists, technicians, and other technical staff. Data of the licensed (assistant) doctors and registered nurses were deployed in this study.
The data on HHR were obtained from the provincial and municipal Health Statistics Yearbooks (2014), and socio-economic data were obtained from the provincial and municipal Statistics Yearbooks (2014) and municipal National Economic Bulletin (2014). The data include number of doctors and nurses, Gross Domestic Product (GDP), population density, urbanization level, fiscal revenue and ratio of health expenditure to fiscal expenditure, region, based on which the values of indexes for this study were calculated (e.g. the number of doctors per 10,000 people, the number of nurses per 10,000 people and Per capita GDP). These data were released by the Chinese government that are reliable.
The HHR allocation has the characteristics of time delay and time accumulation [23] . However, under the fiscal decentralization system and the appointment system in China, as to demonstrate personal strength, projects related to economic growth are taken into account precedingly rather than emphasizing on public resources [24] [25] [26] . So we chose the data of party secretaries and mayors at the municipal level in 2012, 2 years ahead of 2014. The details of party secretaries and mayors were also deployed for this study, including age, length of service, sex, nation and education. The data were obtained from the official website of municipal government. Regarding the tenure of many party secretaries and mayors may be less than one calendar year, the data of party secretaries and mayors were selected by the rules as follows: a) If there is no replacement of the party secretary (mayors) in 2012, his or her data will be collected. b) If there is a replacement of party secretary (mayor) in 2012, the data of the party secretary and mayor serving more than 6 months in the city will be collected. c) If there are many replacements of party secretary (mayor) in 2012, and no party secretary (mayor) has served for more than 6 months, then the data of the one serving with the longest term in the city will be collected.
As shown in Fig. 1 , mainland China consists of 322 prefecture-level cities, and is usually divided into seven geographical regions according to geographic location, population, environment, and other factors: the East China, the South China, the North China, the Central China, the Southwest China, the Northwest China, and the Northeast China. In this study, OLS linear regression model [27, 28] were deployed to examine the association of several variables with the number of HHR per 10,000 people. Population density, urbanization level, fiscal revenue and ratio of health expenditure to fiscal expenditure, Per capita GDP, the details of party secretaries and mayors (age, length of service, sex, nation and education) and region were involved as the independent variables, and the dependent variables were the number of doctors per 10,000 people and the number of nurses per 10,000 people.
Measuring inequality
Concentration Curve (CC) and Concentration Index (CI) have been widely used to depict the inequality of HHR distribution [29] [30] [31] . The CC gives a complete picture of shares of the health variable (y-axis) according to the economic status variable (x-axis). In the situation of completely equal distribution of HHR, regardless of economic status, the CC will be a 45-degree line called the "line of equality". If the health variable has higher (lower) values among poorer people, the CC would lay over (under) the line of equality and vice versa.
The CI is bound between − 1 and 1, and it is zero if there is no income-related inequality of HHR. If it has a positive (negative) value, there will be a pro-rich (pro-poor) inequality in HHR. The CI is calculated using Eq. 1 [32] :
Where C is CI, h is HHR, μ is the mean of health human resource, r is the fractional rank of income, ranging from 0 to 1. The rank of the i individual is: r i = i/N in which N is the number of individuals.
In most cases, health outcome variables are seldom continuous. Marginal effect can be opted to approximate the decomposition analysis [33] . A linear approximation of the non-linear estimation can be presented with Eq. 2:
Where β k m is the marginal effects (dy/dx) of each x; μ i indicates the error term generated by the linear approximation. The concentration index for the interested variable can be obtained with Eq. 3 [34] :
Results
The characteristics of cities were described in Table 1 , including the mean values and standard deviation of population density, geographical size, population size, Per GDP, revenue, proportion of health expenditure on fiscal expenditure, urbanization, and the details of party secretary and mayors. Most party secretaries were at age of 54 or above (60.53%), serving for less than 30 years (39.18%); the majority of party secretaries were male (95%), Hans (91.47%), and M. A/MSc (54.12%). Meanwhile, most mayors were categorized into the age group of 54 years old or below (84.5%), and the service-length group of 30 years and below (61.4%); the majority of party secretaries were male (92.94%), Hans (82.06%), and M. A/MSc (42.11%). Table 2 presents the adjusted associations between HHR inequality and its determinants. It was found that per GDP, revenue and the age group of 55-59 of party secretaries increased the odds of doctors' inequality, whereas other factors, such as the Central China, the Southwest China and the Northwest China decreased the odds of doctors' inequality. Simultaneously, per GDP, revenue, and the age group of 55-59 of party secretaries increased the probability of nurses' inequality, whereas other factors, such as population size, the age group of > = 60 of mayors, the Central China, the Southwest China and the Northwest China decreased the probability of nurses' inequality. The elementary concentration index and concentration curve of the doctors were depicted in Fig. 2 . The concentration curve lays below the 45-degree line (the line of equality), and the corresponding elementary concentration index is 0.10381 (95% CI = 0.0208, 0.1865), indicating that doctors are more concentrated in the cities with economic advantages favoring the rich. Figure 3 illustrates the CC of nurses, indicating that cities with less economic advantages do suffer from higher inequality than those with more economic advantages. The overall CI of the inequality of HHR in China is 0.0785 (95% CI =0.0018, 0.1561), again revealing that doctors and nurses are more concentrated in the cities with economic advantages favoring the rich.
The elasticities, CIs of each exploratory variable, absolute contributions to C, and percentage contributions to C, are presented in Table 3 . In this table, C k represents the CIs of the explanatory variables in column 3. In terms of doctors, positive values of the variables such as per GDP, revenue, and urbanization, indicate that they are more concentrated in the cities with more economic advantages and vice versa. Positive values in regard to nurses show the similar results. Additionally, the absolute contributions and the percentage of contributions of each variable to the observed inequality are presented in column 4 and column 5. Decomposition analysis indicates that the economic status accounts for the largest proportion in the inequality of doctors (58.5%), the The Symbol of "*" is defined by a P value < 0.05; the Symbol of "**" is defined by a P value < 0.01; the Symbol of "***" is defined by a P value < 0.001 
Discussion
This study explored the association between a variety of socio-demographic variables and the number of HHR per 10,000 people. In line with most prior studies, our study found that the increase of GDP and revenue were positively associated with the number of HHR per 10,000 people.
Differ from a few studies suggesting insignificant association between the age of officials and the number of HHR, we found that age was positively associated with the number of HHR per 10,000 people in the age group of 55-59 years old. The "age ceiling" of the party secretaries and mayors in China could partially explain that: when a party secretary or mayor is more than 55 years old, he or she is less likely to be promoted, and would be less keen on the GDP growth that is a key indicator of his or her work performance. Conversely, he or she will be more likely to undertake more responsibilities for the provision of public services such as health services. Our findings showed that population size was negatively associated with the number of HHR per 10,000 people. This might be partly owing to the fixed standards of nursing number, which is based on the bed nursing ratio. Thus, as the population grows, the nurses per 10,000 people is reduced. Geographically, cities in the Central China, the Southwest China and the Northwest China were associated with decreasing numbers of HHR per 10,000 people. That may be due to the advantages of the economically developed regions assembling the HHR in economically undeveloped regions. Consistent with most previous province-level studies conducted in mainland China [35] [36] [37] , our study found that HHR inequality still existed in China, and economy and region took up substantial proportions in the total HHR inequality. However, a small number of studies focused on the HHR inequality at the municipal level. As expected, this paper reveals the huge discrepancy in HHR allocation among different cities in mainland China. Furthermore, the CIs of doctors and nurses indicate that the HHR distribution in mainland China favors the cities with higher levels of economic development, and the inequality of nurses is even worse than the doctors. It highlights the necessity of optimizing the HHR structure, especially the nursing staff team, to reduce the total HHR inequality.
Revealing the HHR inequality and its determinants [38, 39] , our decomposition analysis corresponds to the results of prior studies conducted in mainland China [40] -the economic status explains most of the existing HHR inequality. And there is growing evidence that economic development has a significant impact on Chinese health input [41] . This may be due to the increasing demand for health services, and more doctors and nurses are willing to work in economy-developed cities which can provide better salaries, benefits, working conditions, and opportunities for development. Nevertheless, how to balance the flow of HHR among cities with different economic conditions is still one of the key issues to be addressed for the health reform. Another explanatory variable with relatively large contributions to the HHR inequality is urbanization level. The policies of urbanization and the Urban-Rural Dual System in mainland China can explain the institutional factors causing the widening urban-rural inequality of HHR. Indeed, the government need to formulate appropriate strategies to tackle the existing urban-rural inequalities of HHR and realize well-balanced development of HHR between urban rural areas.
In addition, the disparity of local government revenue is another contributor to the HHR inequality. The coexistence of highly centralized political power and the highly decentralized economic power is the unique institutional arrangements since the reform and opening-up of China [42] . Furthermore, coupled with Fiscal Decentralization Policy in mainland China, economic development has generally boosted government investment in HHR, resulting in comparatively more fiscal expenditure on the HHR flowed into cities with better economic status.
In line with prior studies [43] [44] [45] , the regional inequality also makes a substantial contribution to the HHR inequality in China. The reform and open-up policy in China is a significant driving force towards regional divergence, and the regions with a better socioeconomic environment could assemble more HHR, leading to the regional HHR inequality. The policy on boosting private medical institutions in 2009 [46] can also give an explanation for the HHR inequality, which pushes the doctor and nurses who are more enthusiastic moving into the regions with a better socioeconomic environment. Nevertheless, the role played by regional preferential policies cannot be ignored. The Southwest China, for example, favored by regional preferential policies, such as "Development of the Western Region in mainland China" introduced in 2000 [47] , has better HHR allocation. To reduce regional inequality, a well-functioning regional layout, such as setting up the communication and cooperation mechanism of HHR in different regions is needed to improving the existing HHR allocation.
Many studies [48, 49] ware conducted in terms of the promotion incentives for local officials, which revealed better educational background played an important role in the promotion of officials. For a long time, Chinese governments implement the "promotion tournament system" based on economic growth assessment. For the party secretaries who are more likely to be promoted, they will likely pay more attention to economic growth. Pursuing moderate economic growth can improve social undertakings, but excessive economic growth may impair the performance of other social dimensions, including the HHR distribution [50, 51] . Interestingly, our study also finds that age is negatively associated with the HHR inequality only if the mayors are 60 years old or above, supported by some published articles [48, [52] [53] [54] . According to China's retirement policy, the general retirement age of bureau-level officials is 60 years old. However, the officials who are on a higher level will be relegated from a leading post after 60 years old, instead of retiring. Therefore, officials who are over 60 years old cannot have sufficient power to vigorously develop public health and medical services.
Last but not least, this study also some limitations for further research. First, some prefecture-level governments cannot completely control the counties subordinate to them, since the government of the counties have independent decision-making power on matters within their administrative areas. Future studies thus may seek to investigate on the county level. Another limitation is the lack of access to comprehensive data. A longitudinal comparative analysis will be useful to reveal the tendency of HHR inequalities over time, as well as the causes.
Conclusions
Our study revealed the facets and causes of the HHR inequalities in 322 prefecture-level cities in mainland China in 2014. It also provided important insights into the HHR inequality with regard to party secretaries and mayors. Pro-rich inequality of health human resource distribution was observed. The cities with lower economic status did suffer from higher HHR inequality than those with higher economic status. Most factors, such as economic status, Southwest China, revenue, party secretaries with master degree, and mayors who were 60 years old or above contributed to increasing the degree of pro-rich inequality. This pro-rich inequality was partially offset by urbanization level. It is crucial to conduct a comprehensive analysis to understand the inequality in health human resource allocation and develop comprehensive measures to address this issue from a multidisciplinary perspective. 
